Introduction
Quality of care has, in the past decades, evolved into a new important field of work including activities such as quality assurance, clinical audit, quality improvement, and quality management. It has gradually become a domain with its own concrete aims, its own typical methods and techniques, and its own specific educational programmes, journals, societies, meetings, conferences, laws, and budgets.' Russel care providers, good information on their illness, and easy access to health services; whereas health authorities will stress efficiency and cost effective care. So, good quality of care includes a variety of aspects.
To deliver and ensure such care, specific measures are necessary to systematically and continuously evaluate and enhance the quality of care. This I shall call quality improvement. Quality improvement includes a variety of mutually related activities, such as tracing problems, developing guidelines, criteria, protocols, or targets for good clinical practice, reviewing actual performance, changing care when necessary, and creating the conditions for improving clinical practice.
Good clinical practice is a dynamic concept, which is continuously fed and supported by research and development (fig 1) . On the one hand this refers to research on health and illness (study of the aetiology, incidence, prevalence, course, diagnosis, prevention, and treatment of diseases and symptoms). Input particularly comes through studies of clinical research and health technology which provide evidence on valuable procedures for diagnosis, treatment, and prevention. These may not only include the efficacy ofthe procedures, but also their safety, costs, ethical aspects, or social implications. Clinical practice is influenced on the other hand by research on health services. This is defined as: "a multidisciplinary field of inquiry, both basic and applied, that examines the use, costs, quality, accessibility, delivery, organisation, financing and outcomes of health care services and effects of health services for individuals and populations".3 So, this includes research on the actual quality of care and factors influencing the quality of care positively or negatively.
Both research on good clinical practice and research on the quality of health services provide a major input for research and development in quality improvement (fig 1) 19 20 "cumulative progress in designing and refining successful interventions will be difficult to achieve until researchers begin looking inside the black box, measuring and analyzing the providers' beliefs, attitudes, reactions and judgements in some detail". '9 Another problem is that research on many interesting strategies is still lacking. The effects are largely unknown of organizational development, team building, re-engeneering complex care processes with many care providers Box 9 Implementation ofguidelines for performing caesarean section: testing the effectiveness of three methods' * To assess the responsiveness to changes in health status over time for four clinical conditions (low back pain, menorrhagia, suspected peptic ulcer, and varicose veins) postal questionnaires were completed at baseline and after one year of follow up by 775 patients (response 67.5%) and by 542 members of the general population (response 60.2%) * Besides the eight scales of the SF36, a transition question on changes in health in the past year was included in the questionnaire * Changes in all eight SF36 scales after a year were significantly related to changes in self reported health as measured by this question * For patients with suspected peptic ulcer and varicose veins the SF36 profiles at one year were similar to the profiles of the general population A randomised controlled trial measured the effects of consultations between GPs and orthopaedic surgeons on referral and interventions in the care for patients with locomotor problems * For 18 months, 12 GPs held monthly joint consultation sessions with four participating orthopaedic surgeons * Patients were seen by one surgeon in the presence of three GPs * Patients were included in the trial when the GP was uncertain about the diagnosis or therapeutic management and if a referral was considered * Patients were randomly assigned, by a blinded envelope procedure, to either the joint consultation sessions (n= 144) or a usual care control group (n=128) * A year later all the patients were examined by an independent orthopaedic surgeon * There were significantly fewer referrals (35% v 68%) and diagnostic actions in the intervention group than in the control group * More patients in the intervention group were symptom free at one year (35% v 29%) 
